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Objective: This study evaluated mortality and causes of death over a sev-
en-year period among middle-aged male psychiatric patients with and
without co-occurring substance use disorder. Methods: This cohort study
examined mortality among 169,051 male Vielnam-era veterans ages 40 to
59 treated for psychiatric disorders by the U.S. Department of Veterans
Affairs (VA) between April and September 1998. Demographic variables,
* diagnoses, and prior hospitalizations were obtained from VA electronic
‘medical records. Mortzality status was obtained from VA benefits records.
Cause-of-death data were purchased from the National Death Index for
a random sample of 3,383 decedents. Mortahty among psychiatric pa-
tients with and without diagnosed co-occurring substance use disorders
was compared by logistic regression, with controls for demographic fac-
tors, sychlat:nc and medical diagnoses, and prior hospitalizations. Caus-
-~ es of death for psychiatric patients with and without co-occurring disor-
ders were compared: by chi square analyses. Results were compared to
age- and race-matched norms for the-U.S. population. Results: The.risk-
adjusted probablhty of dying was 55% higher among psychiatric patients
with co-occurring substance use disorders than among those without sub-

- stance’use disorders (OR=1.58-1.69). Overdoses and substance abuse—-

linked illnesses accounted for 27.6% of deaths among psychiatric patients
with co-occurring substance use dlsorders, compared with only 8.8% of
deaths among other psychiatric patients: Conclusions: Substance use dis-
orders strongly contributed to premature death among male: psychxatnc
patients. Secondary prevention is néeded to reduce substance misuse and
improve: medical .care for substance-rélated illnesses among psychla_ ric
patients with co-occurring substance use’ dlS_: rders (Psychmtno Sermces
59: 290—296 2008) : o e o

‘viduals. with substance u use dlsorders
: -"_'have a higher risk of mortality relative
A vated riskof mortahty compared - to, individuals in the general popula-
with mdlwdua]s in the: general popu- tion (4-6). However despite the high
latlon (1—3} It is a]so cl‘ ar that indi- "‘prevalence of substance use d1sorders

T has been \i}'éll estabhsﬂed that
" B psychlatnc patlents dre at an ele-
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- statewide data sets,

among psychiatric patients (7), there
has been relatively little systematic
study of the contribution of co-occur-
ring substance use disorders to mor-
tality among psychiatric patients. A

‘better understanding of this-relation-

ship could suggest possible secondary
prevention strategies to reduce death
among psychiatric patients  with co-

_occurring disorders.

Many prior studies that have com-
pared mortality among substance
users or psychiatric patients have im-
portant limitations. Several - studies
were based on only one hospital,
which limited their . generalizability
(8-10}. Other studies coded only one

~ primary, psychiatric or substance use

diagnosis, thus mixing patients who
have. co-oceurring psychiatric and
substance use disorders together with
substance abusers who had no other
mental disorders (1,3).

Two recent studies have used large
mpare. mor-
ents with and

tality of psychiatric p:

- without' co-occurting’ substance "use
_disorders.. Maynard and” coHeagues

(11) estimated: that discharged psy-
chiatric inpatients with a co-occurring
substance use :diagnosis'had a 50%
higher “risk of mortality -compared
with patients with a psychiatric disor-
der only. Dickey and coIleagues (12)
found that patients with co-occurring
disorders had a-60% lugher risk of
mortality from external ‘cauises, than
did patients with a psych]atn'_ disor-

so it did not ass

of substance use. G
The U'S.. Department of Veterans

Aﬁ‘alrs (VA) is perhaps the world’s
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largest provider of mental health. -

care, annually treating 1.1 million pa-
tients diagnosed as having psychiatric
or substance use disorders (Green-
baum, 2007, unpublished analysis of
VA administrative data for fiscal year
[FY] 2005). Over one-third of VA pa-

_ Hents screen positive for psychiatric

or substance use disorders (13,14).
Yet few studies have examined sub-
stance-related mortality among VA
psychiatric patients. Studies of mor-
tality among VA psychiatric patients
have generally been narrow in scope,
focusing on a specific cause of mortal-
ity (such as suicide) (15,16), a partic-

ular psychiatric condition {(schizo--
phrenia or postiraumatic stress disor- °

der [PTSD, for example), or a special
subpopulation (suchas homeless pa-
tients) (17). No prior- studies- hiave

specifically -assessed substance-relat- .

ed mortality among VA psychiatric
patients.

Half of all VA patients with psychi-
atric or substance use disorders
served during the period of the Viet-
nam war (Greenbaum MA, 2007, un-
published analysis of VA administra-
tive data for FY 2005). This “Vietnam

~ era” cohort includes military person-
nel deployed to Southeast Asia and.
those who served elsewhere. . This is a.:

parhcularly relevant cohort for assess
ing ‘substance-related mortality: Thi

was thefirst generation of veterans to -
come of- age-at-a time when street:.

drugs were readily available in addi-

ic ‘medical effects of substance ‘use
n’ught begin to affect their survival.
- Thi tudy: examined: mortahty 8l

ment: o psychxatnc dlsorder

study- addressed ‘two specific: ques= "
tions. How much does having a diag-.
nosed co-eceurring substance use dis-;
“order contribute to overall mortality - -

do causes: of death differ between:‘:—':_
psychlatﬁc, patients with and without - -

co-ocerring disorders?

Methudé
Sample -

_Data were selected for male patients

_Who met four inclusion criteria.
First, they completed an outpatient

"is termed the

__—:from these ﬁles ir

 race was coded ;
- :white non-Hispe

-categorized into - six

‘mental health or substance abuse -

treatment visit in any VA medical

" -center or clinic between April I,

1998, and September 30, 1998 (the
first mental health or substance
abuse clinic visit during that period
“index visit”). We
based inclusion on the outpatient
file because preliminary analyses
showed that a large majority of VA
inpatients also had one or more VA
outpatient visits. Second, they re-
ceived an ICD-9 code consistent
with a DSM-IV axis I psychiatric di-
agnosis for a problem other than
substance use {see below) during the

-index visit or in the 12 months before
“.that visit. Third, they served during

sthe period of the Vietnam war (Viet- -
:--nam-era veterans). This does not
‘necessarily mean they were de-
~ployed to Southeast Asia. VA admin-
istrative data typically do not indi-
- cate whether someone was in com-

bat. Fourth, patients were between
the ages of 40 and 59 at the time of
the index visit. These criteria yielded

A total of 169,051 participants.

. ~Data sources and measures . .
= VA medical administrative data. VA

treatment utilization, psychiatric and

- medical diagnoses (ICD-9 codes), .

and ' demographic information were
drawn from- the VA outpatient- en-
ounter file, patient::treatment file,
nd the extended care file. Analyses

“comparing diagnoses.in VA adminis-
tion to aleohol. This cohort has.also ...

s trative records with diagnoses in pa- -
‘wow reached middle age, when chron-

‘tients’ charts indicated: .88 sensitivity
- and .99 specificity for diagnosis;of al-
cohol dependence, .67 sensitivity and

Demographlc .

jcal or psychlatnc
racial information:

panic, and missi
* Psychiatric diagn
tients for inclusion

PSYCHIATRIC SERVICES: 4 - ps.psychiatryonline.org.4 March 2008 Voi. 59 No.'3

o “Mortality status wa
*.'7 seven years. from;

_ummy—coded

variables: depressive disorder (de-
pression or dysthymia), PTSD, other
anxiety disorder (other than PTSD),
bipolar disorder, dementia or mild
cognitive impairment, and psychotic
disorder (schizophrenia or other psy-
chosis). Patients were required to
have one or more of these diagnoses
to be included in the study. Substance
use diagnoses were coded into a four-
category variable: no substance use
disorder, alcoliol use disorder (abuse
or dependence), drug use disorder
(abuse or dependence}, and both an
alcohol and a drug use disorder.
Medical diagnoses and severity of
illness were coded with the Charlson
Index (20}, an indicator of medical
severity designed to predict mortality

- risk, which has been shown to have

. adequate reliability and predictive va-
:lidity {21). Charlson medical severity

- -scores range from 0 to 16: two-thirds
~-of patients (N=113 520} had a score
‘of 0, indicating no co-occurring med-

- sical conditions; only 12.5% (N=

21,119} had a score of 2 or higher. In-

patient utilization data for the 12

months before:the index visit were
coded with VA bed section codes. We

included four variables indicating
. presence or absence of any hospital-
“ization in an acuteor intermediate
~medical bed section, a medical ex-
tended-care bed se¢tion, an acute or

intermediate psychiatric bed section,

~and an acute or intermediate addic-

tion treatment bed section. Stays in

- psychiatric: residential or extended
ccare and:in. residential addiction
. treatment were coded but not includ-
" ed in the analyses because they did
"not predict mortality. .

Mortality and cause of death.
séssed for the
index visit in
1998. . Mortality was’ determined
from the VAS. Beneﬁmary Identifica-
tion-and: Records’ Locator Subsys-

tem =(BIRLS) which lists' all de-

ceased ‘Veterans whose. families re-
ceived VA death benefits. BIRLS is
free to-VA tesearchers and is nearly as
accurate | as. mortality - information
ed from the National Death
DI) (22,23). This wnakes it a
wctive” alternative, for large-

s scale 'morta.hty studies of VA -patients,

Because BIRLS does not ‘include
causes of death, we purchased cause-
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of-death information {ICD-10 codes}
from NDI for a random sample of the
decedents identified in BIRLS. We
sampled 11.4% of the decedents
without substance use diagnoses

(N=1.324) and 23.8% of decedents

who had co-occurring substance use
disorders (N=2,059). This sample size
yvielded 90% power to detect a small
(Cohen’s h=.20) difference in propor-
tions of causes of death between our
smallest cell of patients with co-oc-
curing psychiatric and substance use
disorders (340 decedents who had
psychiatric illness plus drug abuse di-
agnoses) and the reference group of
decedents with only psychiatric diag-
noses. ICD-10 codes for death were
categorized into 11 mutually exclu-
sive categories. Comparative data on
mortality rates and causes of death
. among males in the general U.S. pop-
ulation were obtained from the Na-
tional Center for Health Statistics
{24,25) and were weighted to match
the age and white-nonwhite distribu-
- tions of our sample.

Statistical analyses

..We considered two alternative

-methods of multivariate analysis.
- Logistic regression considers wheth-
“er an individual died by a certain

time point. Survival analysis uses .

more of the data because it also uses
information on when each person
_ died. However, survival analysis may
- be less intuitive to readers unfamil-
far with mortality research. We de-
cided to use logistic-regression after
preliminary analyses showed that
the hazards did not cross and that
both  analytic “methods generated
sm'ular risk estimates;
. “Logistic regression nalyses evalu-
ated the association :h

~ stance use diagnoses’ and’ mortality

_while controlling. for: covariates that
had significant bivariate associations

with mortality. Variables that had sig-
nificant bivatiate éffects on mortality :
but no:significant effect after other’ ¢
variables: were controlled for were - non-His _
; .:wAfncan Amencan 54% (N 9,153) -
e Hispanic, .4% (N= 668) were

conceptuahzed markers for other
factors: but not;mcluded in the final
'm del(96). In addltlon ta- the sub

starice “use- disorder- categorical vari- -

able, covarlates entered in the final
model were age, race, marital status,
psychiatric diagnoses (psyeh_otlc dis-
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: Sample cbaracterzstics o
Table: 1 presents demographic: Char—“-f :

© acteristics, medical severity, and. psy- -

::".C_hlamc and substance use dlsorders"';

““their adrmmstratlve data).

order and PTSD), medical severity
(Charlson Index), and hospitaliza-
tions (acute or intermediate medical,
medical extended care, acute or inter-
mediate psychiatric, and acute or in-
termediate addiction treatment). The
correlates of all predictors in the re-
gression model were less than .30
(median r=.04), indicating acceptably

~ low multicolinearity. To control for

experimentwise error, we adjusted

" the alpha criterion by Bonferroni

analysis to p<.004 (p<.05/14}.

To aid clinical interpretation of
these findings, the odds ratios (ORs)
generated in . the regression model
were also used to estimate risk-adjust-

" ed probabilities of dying within seven

years for people with different sub-
stance use disorders. These probabil-
ities were calculated with the follow-
ing formula: estimated probability=
(OP\xoddsO)/ l+(OR :xoddsy)], where
OR, is the odds ratio for each sub-

stance use disorder category in the re-.
- gression model and odds, is the odds -
of dying for patients in the reference

category (patients without co-occur-
ring substance use disorders).

Differences in causes of death
An omnibus chi square analysis was

- conducted to evaluate whether cause-.
-specific mortality differed between;.
- patients with and without a substance *-°
use d1agnos1s If this overall” test

proved significant at p<-0l, follow—up

‘chi - square - comparison - tests. were
conducted:for each specific cause of -
~.death;: which involved comparing .
“gach substance use category with the

group that had - psychiatric illnes

o mthout a co- occunmg substance use”

sianor- Pacific Islander 5% (

race information was missing fre

: nse disorders {OR=

timated nsk ad_]ustedp ( bablilhes of
'_'-death W1th1n SEVEN years: on. the basis
of the regressmn model “After we

02) Native Amer ican, " and 19, 4%"
N 32,811} were: of unknown ra_ce

Observed mortality

In our entire sample of psychiatric
patients, 20,198 people (11.9%) died
within seven years. This is double the
seven-year mortality rate (5.8%) for
age- and race-matched males in the
general U.S. population,

. Observed mortality rates are
shown in the solid black bars in Fig-
ure 1. One in ten (9.9%,) psychiatric
patients without a co-oceurring sub-
stance use diagnosis died within sev-
en years. The mortality rate was
nearly 70% higher, 16.7% (N=8,631)
among psychiatric patients diag-
nosed as having any type of co-oc-
curring substance use disorder. By
specific substance use diagnoses,
seven-year mortality rates were
17.7% among psychiatric” patients
with alcohol use disorders, 16.4%
among psychiatric patients with both
alcohol and drug use disorders, and
15.1% among patients with co-oc-
curring drug use disorders.

Covariate-adfusted mortality
Table 2 presents both hivariate effects

-and multivariate effects of risk factors

included in the logistic regression
model. The overall logistic regression
model was significant (¥%=7,655.3, df=

-14,"N=169,045, p<.001; Negelkerke

R%=.085). Substance use: diagnoses

strongly predicted elevated. mortality

after the analysis contn Hed for co-
variates (3*=839.9,-df=3.:
p=<.001; incremental N ege]kerke R-

-009). In comparison with mortality. of
psychiatric patients with no substance

‘use’ diagnoses, mortality was signifi-
€ antly higher for those dJagnosed as

R—l 55), or both

c‘m_troﬂed--:jfor other f‘,cmz'al‘-iét&s; pa-

= use':_dlsorders had a 55% hxgher risk

of dylng than chd psychlatnc patlents

Eilsl]i ad]usted mortahty appeared
) ybe. hlghest among patients with co-
ceurring " aloohol use “disorders. To

“test whether mortality varied 31gmf1-'
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Table 1

Sample characteristics of 169, 051 Vletnam—era male veterans Wlth an index psychiatric visit between Apnl and September
1998, by diagnostic group®

Diagnosis
Psychiatricand ~ Psychiatricand  Psychiatric and
Psychiatric only  alcohol use drug use alcohol and drug
(N=117,259, (N=21,268, (N=9,184, use {N=21,310,
or 69.4%) or 12.6%) or 5.4%) or 12.60%)
: . . Statistical
Characteristic N % N % N % N % test?
Demographic variable ' o : .
Age at visit (M+SD) 498+ 494+ - ©48.1x 47.9x - F=1,990.6*
3.7 agd ..o 3T a8 SRS
Annual income (M+5D K : ) .
in thousands) $13.4+ $11.2+ . -0 . $9.7x $8.8+ . F=4912"
_ $19.6° $17.04 $12.3¢ $12.8f h
Race ' B ' ~ x®=85884
White non-Hispanic 68495 584° 14081 66100 4168  454° 11040 5187
Nonwhite or Hispanic 29,155 18.8¢ 4,011 18.8¢ 8,649 39.7d 8,641 40.5¢
Data missing 26,600 22.7¢ 3206 1519 -1,367 14.9¢ 1,629 7.6¢ .
Married 55267 47.10° 6561 3084 2558  27.9¢ 4061  191f - x%=7,647.6"
Service-connected ' s L o
disability perision 69,045  58.8° 4,134 4499 79555 4490 7681 36.0° x2 =4,879.9*

- Psychiatric variable ) RS R o

Number of diagnoses (M:l:SD) 1.66+ 181« 18l 204+ - F=l 267 9
81 93d 968 . 1.05¢ .

~ Posttraumatic stress d1sorder 55449 473 10,003 47.0° 4,066 4437 © 10,033 47.1° xz=31.2*

- Other anxiety disorder _ 26436 '225° 5753 270 2337  254° 6271 204 x2=508.3
Depressive disorder ' 59670 - 509° 13125 6l.6d 5278 57.5° 14,499 68.07 ¥7=2,659.0*
Bipolar disorder : 15210 13.0° 3411 1608 - 1,468 1649 4534 213 ¥2=1,061.6"
Psychotic disorder 33,105 . 28.2° 5243 24 ﬁd 3.040 331 7051 33.1# 24737
Dementia or mild cognitive : ) e i

impairment . 2889 25° . 786 36bt 284 31e 926 ¥2=277.9%
Acute or intermediate care B - DR L
* hospitalization® o o . BRI
Psychiatric 5,086 23 9d 2 489 27.04 8.507 39,98 x2=11,523._4*
. ~Addiction. treatment 1,574 7iadeinn .409, 4.5° 4004 19.2f o4 2=18,707.9".

Medical severity. RN : Lo :
- Charlson Index. (M:SD)*’ 57+ " 721 : 68+ ovro o F=TR.2"

: 1.11¢ oL 52d o 1408 - S
Hosp1tahzaheng T - e ‘

Acute orintermediate care 3,216 * 15140001 150 1255 41327 "19.4{‘-- oy 2=2,496.0"
Extended care- ' 195 _9‘1 e U805 190 :; H2E109.8

% Substance use diagnoses, psychiatrie dlagnoses, and medlcal dlagnoses used fo compute Charlson Index scores are based e12 months before and
mcludmg the index putpatient visit. . - . e T
. For F tests, df=3,and 169,047; for chi square tests df_S N 169, 051 v
&f Means in the same row not sharing superscripts dlﬁ'er at p<.01 by Tukey Ieast sigy
- sharing superscripts differ at p<:61 by chi square follow-up comparison.
-8 Hospitalization variables refer to.one or more hospitalizations in the 12 months b
% -Possible scores range from X to 16 w1th lowe:’ scores mdlcatmg fewer co-oocurrm
*p=.00L s

1 the same row not

.cantly across persons w1th a substan e.
use disorder, we conducted a post ]
analysis. rephcatmg on '-loglshcai (

b .aIcohol and drug use . dls
;'(OB L12, p< 001).

Causes of death . “
g patients who died; ¢ causes of
death differed significantly for thosel"
with'and. without substance use diag-
ses (x2 356 9, df=30, N=3,384;.
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. Substance use d.tso.rde' “

“Charlson Index s score (M:tSD)

Figure 1

Mortality rates among psychiatric patients with and without co-occurring

substance use disorders?®

20 7
18
16
14
12
10
8_
&
4 =
2~

Il Observed
7| Risk adjusted

Mortality (%)

0 " General Psychiétf

population only + any sub-
{age and race {N=117.258) stance use
matched) (N=51,787)

Psychiatric

Psychiatric  Psych Psychiatric
+ alcohol + drug + alcoho!

{N=21,296) (N=9,183) + drug

(N=21 308)

Diagnosis

* Mortality over seven years since a 1998 index psychiatric visit among 169,051 Vietnam-era male

wveterans

without an alechol use disorder) was
associated with significantly higher
proportions of. deaths {rom overdose
and HIV-AIDS,

Overall, at least one-quarter of the

deaths in each of the groups with co-
occurring substance use diagnoses
were directly attributed to substance
dependence, liver disease, hepatitis,

HIV-AIDS, or nonsuicide overdoses, :

These combined causes of death ac-
counted for only 8.8% of all deaths
among psychiatric patients without a
substance use diagnosis—similar to
the distribution of these causes of
death (8.2%) in the general U.S.
population (25).

Discussion

This study confirmed the contribu-
tion of substance use disorders to
premature inortality among psychi-
atric patients. Consistent with previ-
ous research, this study found a two-
fold increase in all-cause mortality
among malé psychiatric patients in
comparison with their age- and race-
matched counterparts in the general
U.S. population. Among psychiatric

. -patients, the probability of dying
. ~was 55% higher for patients diag-
. . nosed as having substance use disor-

ders than among those without a
substance use dlagnosm Psychlatrlc

__patlents W'f.th ‘co-occurring sub-
- stance use disorders also had a sig-
*+ nificantly higher proportion. of

Table 2

Bivariate risk factors a.nd Iogxstic regression predicting mortaht’y among 169,051 male Vletnam -era veterans within seven

years of a 1998 mdex psychlatnc visit?

_Bivari_ate analysis

Survivors (N=148,853)" Decedents (N=20,198)

Variable

Multivariate analysis .

-Nonwhite:or Hlspa.mc :
“Data missing

Hospltallza’clone S
- Medical o :
" Acute or- mterrnedlate
Extended care .
- “Substance use
Psychlatnc

33,784
30378 -
17533
" 7799

N % N % . OR  ®%CI . p-
Age (M#SD) 49.4:38. ( 1.04-1.05 - <001
Bacec o R

.76-82

198 190-2.06 <. 0_'_0:'1 -

164 1.43-188 . <001
1.15 1.07-1.23 <.001
1.14 1.10-1.19 <.001

2 Suhstance usé dmgnoses,
; mcludmg the index. outpatien
b Values are based on theit test
¢ White is the reference group.’.

d Psychlatnc Jdiagnosis only is the reference group

p chiatnc djagnoses and mechcal dlagnos 5

puie Charlson Index scores are based on the 12 months before and
ificant {¢?=7,655.3, df-14, N=169,045, p<.001; Negelkorke o= 085)
T categoncal or dlchotomous vanables ) : :

g Hospltahzatmn variables refer to one or mere hOSPlta]lZaUOIlS m the 13 onths before the index outpat:ent visit.

B¢
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Table 3 S
Specific causes of death among 3 383 male Vietnam-era veterans who died within five years of a 1998 index psychiairic
visit, by diagnostic group :

. 'Diagnosis
Psychiatric Psychiatric Psychiatric Psychiatric and
~only and alcohol and drug drug and alcohol
. U.S. male (N=1,324) use {N=941) use (N=340) use (N=778)
. population? : : .
Cause of death (%) . N % ‘N % N % N ) xZ
Alcohol or drug dependence = 1.1 13 1.0 54 57 12 . 35t 36 46 43.8*
HIV-ALIDS ‘2.1 15 1.1 5 50 21 620 . 24 314 535
Hepatitis : 5 -8 6 29 K R £ 12 22 2,84 24.1*
Liver disease 3.6 45 34 124 - 13.2d 17 5.0 68 g8.7d 2.3
Nonsuicide overdose 9 36 a7 28 29 31 g.14 90 1154 . 824*
Other aceidents 4.9 . 69 52 5% 62 17 50 36 46 34
Suicide 238 71 54 36 3.8 14 4.1 39 5.0 48
Homicide 1.1 7 5 10 11 5 15 16 2.1 124
Cancer 29.6 272 20.5 172 18.3 53 156 103 13.20 146
Heart disease 36.2 424 320 194 20.6¢ 67 197 159 2044 53.2*
All other 17.2 364 276 230 24.3 99 29.1 185 238 - 6.9
All substance-related causes® 8.2 117 88 240 25.44 85 2501 240 30. 7‘1. 164.5*

2 Age- and race-adjusted U.S. populatmn figures are provided for companson only and were not included in the stahstlcal analyses.
b ‘Comparison group for contrasts :
o df=3, N=3,383 :
4 Significant difference from comparison group at p<.01
® Sum of deaths from alcohol or drug dependenoe ‘HIV-AIDS, hepatitis, liver disease, and nonsulcule overdoses
*p<.001 .

deaths from substance-related caus-
es. Although similar findings have
been reported in other samples
(11,12), our findings are striking be-

cause we conservatively controlled . |
_..reduce mortality from both acute
- and long-term . effects of substance .

for preexisting - inedical -conditions,
including potential: sequelae of past

substance  use. The ‘presence of'a

substance use disorder " diagnosis
" emerged as the third strongest pre-
dictor of mortalify status, surpassed
only by the Charlson Index of med-
ical comorbidities (32=3,568.3, df=1
N=169,045, p<.001) and prior med-

ical hospitalizations " (x2=1,568.8, .

df=1, N=169,045, p=.00k).
- Our findings conlinm the need for
* aggressive treatment’ of ‘comorbid
substance use roblems among psy

potentlally fe- threaten g COIldl—
tion requirin ‘consistent risk assess-
.'ment and- mterventmn and should
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be treated with the same serig "iis- .

ness as other mortality nsks suc ‘as
suicidality.

Better integration of addlctlon
services with psychiatric care might

o haring information about mor-
tality risks with patients may be help-
“ful as part of a motivational interven-

‘tion {27) to encourage psychlatnc_ :
. long-term medical
: substance use.

 patients with substance use ps
lems to seek, achieve, and maintai

_ care (2

treated w1th1n a la.rge___-health

_ samples. Focusing
“patients also a]lowed detection of the

- recovery.. Becanse psychiatrie: pa-"-
: '-Etients often'receive madequate med- -

28), secondary preven- .
ensure adequate med- -

" “search
v findings are:
of psychlatr

e cohorts

system that mamtams extensive elec-
tronic medical records. These rec-

‘ords enabled control for preexisting

medical comorbidity and prior hos-
p1ta11zat10ns when assessing mortali-
ty risk. Limiting the sample-to men
ages 40 to 59 removed the confound-
ing of substance use with ‘age and
gender that is_ffoun in some;other

f mlddle—aged

consequences of

Olll‘

5 sample was Imuted to male Vletnam-
- era veterans receiving VA se
" would be interesting to assés s wheth-

‘er similar findings are. obtained

es. It

among female veterans who served
during the sdme. period. Fut € re-
shoule -examine - whether
| ﬂar ifi other samples
patients, mcludmg
nonveterans and those in other age




Conclusions

In summary, this study confirmed
that substance use strongly con-
tributes to premature death among
middle-aged male psychiatric pa-
tients, particularly among psychiatric
patients diagnosed as having co-oc-
curring substance use disorders.
More research is needed to deter-
mine whether interventions to reduce
substance use or to improve access to
and compliance with medical care
can reduce mortality among patients
with co-occurring psychiatric and
substance use disorders.
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